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Objective. To discuss different types and forms of interorganizational linkages in-
volved in the provision of primary care to older Americans, along with their distin-
guishing characteristics.
Research Strategy. To take advantage of these linkage characteristics. The strategy
requires a partnership with health services organizations and providers actually in-
volved in the provision ofservices along with a planned sequence ofactivities involving
hypotheses and methods development, intervention trials, and finally, demonstration
and implementation.
Conclusion. Because older Americans are frequent users ofhealth services, their need
for continuity and access provides an opportunity to examine changes to the delivery
system and to monitor the system's capability for meeting their healthcare needs.
Key Words. Interorganizational linkage, alliances, intervention trials, healthcare
needs of the elderly, access, continuity of care
Mrs. Dorothy Peterson is a 72-year-old woman living in a retirement commu-
nity. On February 1st, she was found unconscious in her apartment, and was
taken to the emergency room ofthe local hospital. While she was a patient at that
hospital a few months earlier, records were not available. The ER conducted
its first assessment, and within a few hours, she was transferred to the hospital's
medical unit.
The medical unit conducted a second assessment, and developed the first
nursing plan. Mrs. Peterson progressed nicely, and soon was transferred to
the rehabilitation unit where a third assessment was conducted and a second
nursing plan developed.
While in the rehabilitation unit, Mrs. Peterson developed a urinary tract in-
fection, and was re-admitted to the nursing unit, where still another assessment
and nursing plan was developed. Three days later she was discharged to a home
care program, where yet another care plan and assessment was conducted.
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Two weeks later, she was re-admitted to the ER with an elevated temperature
and dehydration, where she received her sixth assessment and was admitted to
the medical unit. In the medical unit, she was again evaluated, and received yet
another nursing plan. Two days later, she was discharged to Beacon Nursing
Home and received her eighth assessment and sixth nursing care plan. On the
fourth day at the nursing facility, she complained of shortness of breath, and
was readmitted to the emergency room, where, despite all efforts, personnel
were unable to resuscitate her, and she was pronounced dead.
During these thirty-eight days, Mrs. Peterson experienced a caring staff, and
state-of-the-art technology, along with eight assessments, six nursing care plans,
eight admissions, fourteen attending physicians, twenty-four separate bills to-
taling $140,000, of which only $40,000 were reimbursed.
-Adapted from Lutheran General Health System, 1995
How might this have been prevented? Better technology? More caring peo-
ple? Perhaps. But clearly, the structure within which care is provided, and
within which people function, is an important factor setting boundaries on
the available technology and on the individuals involved. The objective of
this article is to examine the extent and nature of relationships among organi-
zations critical to the delivery ofhealthcare to elderly Americans, specifically,
the structure and forms that are emerging; the factors influencing these forms;
and the research questions thatneed to be addressed to understand the process




In building integrated networks of care, it is likely that an array of interorga-
nizational approaches will be employed, ranging from markets to hierarchies.
Cost and benefits are associated with each approach; however, the formation
of networks and alliances is particularly well suited to balancing a growing
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sense of interdependency yet maintaining a degree of independence and
autonomy.
Interorganizational linkages arise from changes in the environment
(Zuckerman and Kaluzny 1991), and given the rate of such change, the
formation of interorganizational networks and linkages is occurring at an
unprecedented pace (Zuckerman, Kaluzny, and Ricketts 1995). While much
of this activity has occurred among industrial organizations, for example,
telecommunications, aerospace, and so forth (see, for example, Kanter 1994,
1989a; Chesbrough and Teece 1996; Harrison and St. John 1996), the for-
mation of interorganizational networks and linkages among healthcare or-
ganizations is a reality, too, and is receiving increased attention (Peregrine
1997; Wilford and Annison 1995; Flower 1995). For example, creation of the
new Premier Inc., resulting from the merger ofAmerican Healthcare Systems,
SunHealth Alliance, and Premier Health Alliance, has produced an alliance of
nearly 1,700, about one-third of U.S. community hospitals (Moden Healthcare
1995). The alliance is designed to enhance member capabilities and to yield
benefits in such areas as group purchasing, entry into capital markets, and
national managed care ventures.
Whether among industrial organizations or among those providing
and/or paying for healthcare, the development oflinkages provides an oppor-
tunity to gain competitive advantage, leverage critical capabilities, increase
the flow of innovation, and improve flexibility in responding to market and
technological changes. Specifically, potential benefits include (1) opportuni-
ties to learn and adopt new competencies, (2) access to additional resources,
(3) the ability to share financial risks, (4) the ability to share the cost ofproduct
and technology development, (5) access to markets, and (6) the ability to
respond rapidly to market demands and technological opportunities (Alter
and Hage 1993). For example, in the area of cancer care, which is particularly
relevant to an increasing elderly population, the difficulty of providing state-
of-the-art therapy, early detection, and control regimens within the commu-
nity called for the development ofnew interdependent, interorganizational ar-
rangements known as the Community Clinical Oncology Program (CCOP).
This interorganizational network involving the National Cancer Institute,
participating research bases, and community providers created a structure
within which community providers gained access to state-of-the-art cancer
care with limited effects on the structure of the participating organizations
(Kaluzny and Warnecke 1996).
Cooperative arrangements, however, can be costly to maintain, often
calling for complex, bureaucratic decision-making structures and processes.
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Conflict resolution, communication, and coordination among legally au-
tonomous entities are expensive and time-consuming, and may well offset the
benefits. Cooperative arrangements also are fragile and may be appropriate
for only short periods of time. In addition, certain interorganizational linkages
may raise an array of legal and tax issues related to liability, competition,
pricing, and anti-trust. Indeed, it has been argued that such arrangements may
inhibit the speed and strategic flexibility required by organizations seeking to
maintain competitive advantage in a turbulent environment (Begun 1992).
TYPES AND FORMS OF
INTERORGANIZATIONAL LINKAGES
Interorganizational linkages can be classified into two types, "lateral" and "in-
tegrative" (Zuckerman, Kaluzny, and Ricketts 1995). Lateral alliances involve
similar types of organizations, often with common needs or dependencies,
that join together to achieve such benefits as economies of scale, enhanced
access to scarce resources, and greater collective power (Zuckerman and
D'Aunno 1990). American Healthcare Systems (hospital systems), Premier
Health Alliance (urban teaching hospitals), University Hospital Consortium
(academic medical centers), and Rural Wisconsin Hospital Cooperative (rural
hospitals), for example, were formed on the basis of organizational similarity.
The SunHealth Alliance and the Yankee Alliance focus on organizations in
a geographic region, while Consolidated Catholic Health Care centers on
organizations with common religious preferences. What these lateral alliances
have in common is their concern with organizations at the same stage in the
production process (hospitals) as they seek to pool resources, share strengths
and capabilities, and build programs and services designed to benefit the
participating members. Lateral alliances have been labeled "service alliances"
by Kanter (1989) and "obligational or promotional networks" by Alter and
Hage (1993).
By contrast, integrative alliances are designed to align organizations
across multiple stages of the production process. Thus, organizations form
integrative alliances to enhance their strategic and market position and to
secure competitive advantage. These integrative alliances are seen by Kanter
(1989) as "stakeholder alliances," linking buyers, suppliers, and customers, by
Johnston and Lawrence (1988) as "value-adding partnerships," and by Alter
and Hage (1993) as "systemic networks." Healthcare organizations seek to
build integrative alliances by linking and coordinating preventive services,
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primary care, inpatient care, home care, and long-term care under a single
organizational umbrella (Dowling 1995). Further, such integrative alliances
may involve not only hospitals or hospital systems and other healthcare orga-
nizations, but also physicians and an array of community, social, educational,
and welfare agencies concerned with the issues related to community health
(Size 1995; Nurkin 1995; Dowling 1995; Hage 1995).
Examples of integrated systems of care for older adults include continu-
ing care retirement communities (CCRC), the community care organizations
for older adults (CCODA), and the social health maintenance organizations
(SHMO). CCRCs combine adapted and supportive housing with prepaid
insurance for all home and nursing home care (Morrison et al. 1985). The
CCODAs, modeled on the program of On Lok Senior Health Services in
San Francisco (Zawadski and Eng 1988), combine funding from Medicare,
Medicaid, and private sources into one overall capitation payment to finance
the costs of acute care, community-based long-term care, and nursing home
care for frail older adults at risk for institutional placement (Polich et al.
1993). The adult day care health center is a key component of this type of
integrated medical and long-term care system, with services both delivered
and managed by a multidisciplinary team of healthcare providers and social
service professionals (Leutz et al. 1992). Finally, the SHMO model targets a
fully representative cross-section ofolder adults (Leutz et al. 1985). Unlike the
CCODAs, which target services to frail older adults, or more general HMOs,
which usually do not provide community-based long-term care benefits to a
defined population, the SHMO offers a limited community-based long-term
care benefit to complement Medicare's acute care coverage and to encourage
covered members to remain in the community setting (Leutz et al. 1992).
The actual forms of interorganizational linkages vary in configuration.
As presented in Figure 1, the forms themselves vary, ranging from fairly
Figure 1: Types of Interorganizational Linkages
Hierarchy Market
Merger Joint Joint Formal Informal
and Ownership Venture Cooperative Cooperative
Acquisitions Group Venture
Adapted from P. Lorange andJ. Roos Strategic Alliances: Formation, Implementation and
Evaluation. C 1993, Blackwell Publishers, Oxford. Adapted with permission.
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simple exchange networks, in which an informal, loosely linked group of
providers has relationships ofpreferred exchanges, to very formal interorgani-
zational units involving asset-ownership arrangements. For example, informal
and formal cooperative groups are more loosely coupled arrangements in
which parties come together for common purposes, but retain substantial
autonomy and independence, including the right to exit the arrangement
with relative ease. The agenda for activity for such groups may be broad or
narrow, depending on the wishes and intent of the member organizations.
The lateral alliances referenced earlier exemplify these cooperative groups.
Joint ventures involve business undertakings by two or more parties
that combine their interests for the specific purposes of the venture but
remain otherwise independent. Typically, the parties share rights to direct
and govern the venture and share in profits and losses. For example, two
separate organizations may jointly venture to operate ambulatory surgery
centers, or a hospital and certain members of its medical staff may join to
own and operate an MRI.
Joint ownership is similar to joint venture but tends to be broader in
scope. In this instance, orgaanizations may form ajoint operating company to
oversee a community healthcare system. While the owners retain certain re-
served powers, the system is operated as a combined entity, with shared profits
and losses and a single governance and management structure. Mergers and
acquisitions, along with consolidations, at the hierarchy end ofthe continuum,
represent the most extreme form of organizational fusion. Characterizing
the ownership and control model, mergers involve the complete takeover
of one organization by another, while consolidations involve two or more
organizations coming together to form a new organization.
The array of linkages, ranging from market to hierarchy, is of partic-
ular importance in understanding the development of integrated healthcare
systems or networks. Such systems are defined as a network of organizations
that provides, or arranges to provide, a coordinated continuum of services
to a defined population, and is willing to be held financially accountable for
the outcomes and health status of the population served (Shortell et al. 1996).
Building such systems involves the use ofmultiple forms ofinterorganizational
linkages, including informal cooperative ventures,joint ventures, and mergers
and consolidations. While clearly there are differences along the continuum,
these interorganizational linkages also share a core set of characteristics that
profoundly influence the delivery of care, patient responses, and outcomes.
Staging. Interorganizational linkages are not an event, but a process
involving a number of stages. While a number ofmodels have been presented
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(D'Aunno and Zuckerman 1987; Forrest 1992), all agree that each stage in the
process has important implications for the operation ofthe interorganizational
activity. For example, Kanter (1994) proposes that alliance formation, and
thus the particular linkage arrangements within the alliance, move through
stages defined as (1) selection, or courtship; (2) engagement; (3) setting up
housekeeping; (4) learning to collaborate; and (5) changing within. Each
of these stages results in specific challenges and has important implications
for the nature of the exchange. The first stage requires each organization
to undertake a realistic appraisal of itself and each potential partner. As
the organizations move through the stages, they experience problems in
coordinating resources, dealing with cultural differences, and so forth, and
each stage requires the development of building mechanisms to bridge these
gaps and overcome these barriers. At each stage, the relationship is at risk of
disintegration.
Commitment Versus Commandand Control. Sustaining interorganizational
linkages over time requires more than "command and control." As described
by Kanter (1989b), "If an increasing amount of economic activity continues
to occur across, rather than within, the boundaries defined by the formal
ownership of one firm, managers will have to understand how to work with
partners, rather than subordinates." Applied to health services and particu-
larly to the provision of services to an aging population, such a view places
a premium on designing and communicating common purposes, developing
realistic expectations, and clearly framing the domain, scope, and activities
involved in the interorganizational activity. Four factors appear to be critical
to sustaining the necessary arrangements:
* Participants should be selected to assure compatibility of goals, pur-
pose, vision, and values. When applied to the elderly population, for
example, participants should agree on what they consider to be the
critical medical care needs of their older population, and then jointly
identify what is required to control, coordinate, and ensure quality of
services to meet their specific service requirements.
* Participants should be candid, open, and fair in dealing with one
another, and should be committed to nurturing the relationship.
* The terms and expectations of the interorganizational linkage should
be clear, operating rules should be explicit, and expectations should
be mutually understood and agreed on. As an example, interorgani-
zational providers serving older adults need to be in agreement when
their focus is on cost-containment, rather than on building responsive
and efficacious systems or care, or when they determine that a single
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point of entry is necessary to manage the complex health and social
service needs of their community-based older population.
* Multiple opportunities should exist for members to learn from, and be
strengthened by, participation in the particular linkage form (Zucker-
man, Kaluzny, and Ricketts 1995). Explicit contractual obligations to
share patient status and service use information must be established,
and ongoing two-way information exchanges must be conducted be-
tween acute care health professionals and long-term care personnel
concerning the medical status of any older adults in an integrated
medical and long-term care system (Leutz et al. 1992).
Unstable Relationships. While the particular form of interorganizational
linkage may vary along the continuum presented in Figure 1, none of these
forms can be seen as taking a static position. As described by Lorange and
Roos (1993), in the analysis of such alliances, "they [alliances] always tend to
be evolving toward something else." The something else represents the end
points of the continuum, that is, the market or the hierarchy. The market
represents the free exchange of goods and services, and the decision on
the part of the organization to "buy" a product, service, or function; the
hierarchy represents the decision to "make" the product, service, or function.
For example, the "make-buy" decision is a controversial issue with regard
to arrangements between physicians and organizations. Some organizations
conclude that, in order to bring physician and organizational interests into
tight alignment, an ownership and control model (hierarchy) is most ap-
propriate. Thus, these organizations are systematically purchasing physician
practices and/or employing physicians, that is, a "make" decision. Con-
versely, other organizations conclude that physicians and organizations are
sufficiently interdependent, that their destinies are inextricably intertwined,
and therefore that more loosely coupled arrangements will achieve similar
ends. This view, premised on a commitment model (market) leads to strategic
alliances, contractual arrangements, and other joint approaches.
Contingency Relationships. The particular form that any linkage arrange-
ment takes is a contingency function (Lorange and Roos 1993). No particular
type of linkage is better or more universally correct than the others. What
matters is whether the linkage is appropriate to the particular conditions. A
number of factors are important to considering these contingency arrange-
ments. For example, some have argued that we should examine interorga-
nizational linkages in terms of their strategic intent (goals and objectives),
scope of activities (broad to narrow), and degree of control over activities
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(centalization/tightness of control to decentalization/looseness of control)
(Shortell 1995).
Others have suggested that the dimensions of interest are the number
of organizations or groups involved in the arrangement, the degree of coop-
eration among the participants, and the nature of the relationships among
the participants, that is, competitive or symbiotic (Hage 1995). Still others
note factors such as the mission of the organization; the type of older patient
served (i.e., the extent to which acute versus chronic care services are needed);
organizational size; number ofmarkets in which the organizations operate; the
degree of vertical and horizontal combination and associated differentiation;
methods by which the entity was formed; organization age and maturity; and
legal mandates (Pointer, Alexander, and Zuckerman 1995).
RESEARCHING INTERORGANIZATIONAL
ARRANGEMENTS
The reconfiguration of healthcare providers, with the primary emphasis on
interorganizational linkages and relationships, provides the opportunity not
only to reassess the research agenda, but to redefine it. These configurations
have taken on a number of different names, including strategic alliances,
organized health networks, and integrated delivery systems; however, they
have a set of administrative characteristics with important consequences for
the provision of health services (Kaluzny 1997; Kaluzny and Warnecke 1996)
and thus for defining and implementing the research agenda.
Access to Deined Populations and Providers. The changing environment is
increasingly characterized as a group or network of primary care physicians
with established relationships with participating specialists, defined mecha-
nisms for coordinating and integrating care, and information systems that
monitor outcomes, udlization, financial performance, and integration with
financing mechanisms (Leutz et al. 1985, 1992). Care is provided through
an integrated network of primary and specialist physicians who have ready
access to a population and an existing information system to monitor and
coordinate care delivery. SHMOs, On Lok, and long-term care case man-
agement programs, such as the National Long Term Care ("Channeling")
Demonstration, provide clear examples ofhow integrated care networks may
be developed to serve the needs of older adults.
Growing Emphasis on Clinical Outcomes and 'Report Cards." Health ser-
vices have traditionally been characterized by rapidly developing technol-
ogy and only limited concern with the question, Did this technology, in
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fact, make a difference? Limited resources and the growing expectation
that healthcare providers must use technologies that are proven, has forced
attention to clinical outcomes with an emphasis both on outcomes assessment
and outcomes management (Nash and Marks 1991). Outcomes assessment
focuses on the relative effectiveness of different interventions. The Stroke and
Low Back Pain PORTs, funded by the Agency for Health Care Policy and
Research, are good examples of areas where research is being conducted to
rigorously evaluate the effects ofmedical care processes on subsequent health
outcomes. Outcomes management is concerned with the ways in which this
information is used within an operating setting both to ensure the elimination
of unnecessary procedures and to improve the quality of care provided.
Moreover, the increasing use of "report cards," that is, summary statements
of the quality performance of the organization, has placed a premium on the
ability ofhealthcare providers to document the effectiveness ofthe technology
being provided in Medicare managed care, and other integrated healthcare
networks. As described by Dennis O'Leary (1993), president of theJCAHO,
"Report cards are coming because there is now a social mandate for perfor-
mance measurement."
Clinical and Financial Accountability. Historically, health services oper-
ated under two autonomous models: professional and bureaucratic. Clinicians
operate from a professional model, which places the responsibility for perfor-
mance squarely on the individual provider. From a bureaucratic perspective,
there exists a clear division of labor, and the key to effectiveness is the extent
to which the structure exercises control over individuals. There is a clearly
defined hierarchy that makes superiors responsible for ensuring that the tasks
of subordinates are carried out in the prescribed manner. Both approaches
have had an uneasy relationship, and this relationship has influenced and
maintained the separation ofinformation available within the system, with the
clinicians in control of clinical information and management having control
over financial information. The emergence of interorganizational linkages
has placed a premium on the integration of clinical and financial information
critical to the management of any alliance-but also to the emerging research
agenda.
RESEARCH STRATEGY AND AGENDA
Defined populations, clinical outcomes, and clinical and financial accountabil-
ity are the defining administrative characteristics of the emerging interorga-
nizational arrangements in the provision of health services. Clearly, research
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on the interorganizational factors affecting the care of older Americans must
recognize and take advantage of these characteristics; however, the agenda
itself must meet two underlying conditions. First, the resultant changes in
healthcare make it essential that research be a partnership, involving both
the provider and the research communities. The partnership will require
that research deal with real problems associated with referrals, transfer, and
continuity of care across time and in a variety of settings.
Second, the research questions must be placed within a larger overall
research strategy, providing an opportunity for an orderly and sequential
agenda. The emergence of interorganizational arrangements in the provision
of care is sufficiently different from prior activities that a sequence ofresearch
activities is required if there is to be any sustained impact. Failure to meet
either of these conditions will limit the usefulness of the developing research.
Figure 2 presents five steps in a research strategy, designed to meet
the conditions of sequence and programmatic relevance (Greenwald 1995);
hypothesis development, methods development, intervention trials, defined
populations, and demonstration and implementation. First applied in the area
ofcancer prevention and control research (Greenwald, Cullen, and McKenna
1987), each phase is illustrated here with questions appropriate to the basic








Adapted from P. Greenwald. "Introduction: History of Cancer Prevention and Control," Cancer
Prevention and Control edited by P. Greenwald, B. S. Kramer, and D. L. Weed. C 1995, Marcel
Dekker, New York. Adapted with permission..
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characteristics of the emerging interorganizational relationships and linkages
in a changing healthcare system, with specific reference to the delivery of
primary care to older Americans.
Hypothesis Development. This refers to the process ofidentfying and syn-
thesizing (a) available information and existing insight about the emergence
and operations of interorganizational arrangements, and (b) the possible
managerial interventions that may be applied to enhance patient outcomes,
particularly referrals, transfers, and continuity ofcare across time and settings.
Critical to this formulation is the differential effect of the basic interorgani-
zational forms on referrals, transfers, and continuity of care across time and
under various conditions. For example, using structural characteristics-such
as size of a network, dominance, or concentration (i.e., some measure of
control as reflected by individual participants)-similarity and distance among
participants (Christianson, Moscovice, and Wellever 1995), within type and
between types, can be assessed in terms of some performance variables such
as referral rates, transfer rates, waiting time, and/or readmission rates.
Of special interest would be the internal structure of the interorga-
nizational form and the effects on various intermediate and longer-term
outcomes. For example, one might hypothesize differential outcomes as a
function of several organizational factors: (a) the degree of centralization or
decentralization of decision making among nursing home providers, (b) the
degree of integration of governance and management among competing
Medicare HMOs, or (c) the amount of availability and flexibility in the
deployment and utilization of scarce resources among privately sponsored
adult day care centers (Kaluzny and Zuckerman 1992). Learning the extent
to which the organizational structure, function, and form affect a variety of
patient outcomes will provide critically important information to policymak-
ers, planners, and primary care clinicians and ultimately will improve the
quality of care received by older Americans using both acute and long-term
care services.
Also of interest might be the characteristics of the culture of interorga-
nizational networks. One might postulate, for instance, that networks charac-
terized by group or developmental cultures would be more likely to achieve
higher levels of "customer" satisfaction than networks characterized by hier-
archical or rational cultures. These characteristics would need to be further
characterized by various environmental characteristics such as market share
or time in operation.
Particularly critical is the type ofcoordination or integration mechanism
used in the alliance and the environmental factors affecting the choice. Alter
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and Hage (1993), in their interorganizational study of health and human
service organizations, suggest a contingency relationship and report some
interesting findings. For example, using resource dependency as an environ-
mental factor, they hypothesize that more impersonal methods of coordina-
tion will occur where the organizations are dependent on a single source of
funding (such as the Medicare program), and more participative methods will
occur where there are multiple sources offunding (such as public-private part-
nerships among Medicare, Medicaid, and private long-term care insurance)
and thus less dependency. Analysis has not supported these hypothesized
relationships, suggesting that there may be other intervening factors, such as
the underlying objectives of the relationship, that is, whether the objective is
to enhance quality or simply to contain costs.
In the specific context ofinterorganizational arrangements for the deliv-
ery ofservices to older Americans, it has been argued that the central construct
is that of a continuum of care, defined as "an integrated, client-oriented
system of care composed of both services and integrating mechanisms that
guide and track clients over time through a comprehensive array of health,
mental health, and social services spanning all levels of intensity of care"
(Evashwick 1987). Of particular note are the integrating mechanism: admin-
istrative structure and organization, comprehensive and capitated financing,
integrated management information systems, and care coordination/case
management programs (Hawley and Simon 1994). The extent to which these
factors individually and collectively influence the effectiveness and efficiency
ofinterorganizational networks lends itself to empirical examination. Further,
within each of these integrating mechanisms are further areas of exploration.
For example, we might explore alternative approaches to case management,
comparing nursing-based, physician/group practice-based, and community-
based models for their relative effects on selected outcomes. Similarly, we
might examine the impact of various managed care proposals designed to
promote public-private partnerships in the delivery of medical and long-.
term care services to older Americans (Wiener, Hixon-Mllston, and Hanley
1994). This type of research would help to elucidate the relative significance
of various financing and service delivery options in terms of the likelihood
that home-based, community-based, and institutional long-term care services
will be utilized by older Americans in the future.
Beyond this basic formulation, special attention needs to be given to the
unique characteristics of linkages and the critical issues faced in the provision
ofprimary care to older Americans as measured by referral pattern, outcomes,
and waiting times.
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Staging. How do we define the various stages in the development of interor-
ganizational relationships, what particular administrative challenges
arise at these different stages, and how do these affect service deliv-
ery activities? Moreover, what managerial actions can be taken to
minimize problems, ensuring access and continuity? In viewing the
dynamics of cooperative relationships, what is the role of feedback
mechanisms in influencing the continuation of such relationships
(Ring and Van de Ven 1995) and their particular effects on providing
primary care to elderly participants in these developing systems? For
example, given the special challenges and needs confronting many
older adults, do they use relatively too many high-cost services,
or is the emerging system able to accommodate their special and
changing needs?
Stability. Given the pressure toward either hierarchy or market structures, are
there indicators that suggest which of the two is likely to occur, what
the implications are for service provision, and what managerial ac-
tions can stabilize or at least minimize negative effects on service de-
livery? Alternatively, to the extent that interorganizational alliances
stand as a middle ground between markets and hierarchies (Latimer
1995), what coordinating mechanisms are most useful in meeting
stated objectives and in reducing transaction costs (D'Aunno and
Zuckerman 1987)?
Thust and Commitment. While trust and commitment are heralded as
critical components of any interorganizational arrangement, what
managerial strategies and incentives can sustain or enhance trust
and commitment given the realities of "right-sizing," which is likely
to affect many providers and healthcare personnel involved with
service delivery? What factors do physicians consider important in
aligning with other providers, for instance, hospitals or financial
intermediaries, within an interorgaiizational arrangement? In what
ways do these factors actually reflect changes in clinical practice pat-
terns and physician behavior, particularly as it affects the provision
of primary care to the elderly?
Finally, testable hypotheses need to be formulated about the effects of
different managerial strategies and interventions designed to enhance referral
and transfers, for example, the role of disease management, total quality
management, or various types of coordinating mechanisms such as extended
care pathways. This latter is particularly significant, because it provides a set
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of policies and procedures for addressing health conditions, across all settings
involved in the alliance, with the goal of providing appropriate, coordinated
care through the course of a disease, from the identification of risk factors
to the provision of care in a variety of acute and long-term settings (Iverson
1992).
Methods Development. This refers to the design of measures that are able
to validate and assess the exchange of resources, people, and information
across organizational activities. The assessment of interorganizational link-
ages presents some unique methodological challenges. It is critical that an
investment be made in the measurement of these exchange relationships to
provide the basis for the actual testing of the basic forms and/or interventions
hypothesized in phase 1, that is, whether hypothesis development is, in fact,
having a substantive effect on patient care. For example, a critical method-
ological challenge in an interorganizational assessment lies in detecting and
measuring comparable structural profiles and then in comparing these profiles
to assess their effect on some measure of performance (Calloway, Morrissey,
and Paulson 1998).
Unfortunately, uniform methods have not yet been developed for data
collection and analysis of organizations serving older adults, making com-
parisons across systems of care most difficult to accomplish. According to
Palmore and Chapman (1997), analyses within and across organizational
types must take into account differences both in the characteristics of or-
ganizations and "in beneficiaries' health status and risk, demographics, and
socioeconomic status." In their view, new, uniform measures must be adopted
for a rigorous assessment of access, appropriateness of services, safe and
prompt implementation of services, and communication with older patients
about their concerns and the care recommended for them. These authors
caution that "unless data are in a format shared among plans, they cannot be
used for comparisons, because apparently similar items from different sources
may not be comparable."
In particular, some demonstration programs, such as the Social HMO,
have been developed to appeal to a broad cross-section of older adults in
terms ofdisability and financial status (Wiener and Skaggs 1995), while others,
such as the PACE model, have been developed specifically for low-income,
extremely frail older adults who qualify for nursing home placement. To
complicate matters further, older adults who are attracted to some vertically
integrated service networks, such as continuing care retirement communities
(CCRCs), tend to be healthy and quite wealthy (since entry fees can be
as high as $250,000-$500,000); as a result, the older individuals who join
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these exclusive retirement communities may differ considerably in their
background and socioeconomic characteristics from even their closest local
neighbors who reside in the wider community and rely solely on the state- or
locally sponsored home- and community-based services offered in that par-
ticular location (Aaronson 1996). Therefore, while many new orgaanizational
forms have developed to serve the acute and long-term care needs of older
adults, until comparable measures are developed that can be readily applied
across organizational types and among different population groups, it will
not be possible to assess accurately these various systems' relative impact on
important patient-level and orgaiizational outcomes.
Controlled Interventions. These are case studies that document and test
hypotheses developed in phase 1, using methodologies developed in phase 2.
The intent is to measure the efficacy of an arrangement and/or coordinating
mechanism under a variety of conditions. Here, attention needs to be given
to available situations that provide an opportunity to test hypotheses and
methods irrespective oftheir generalizability. For example, the long-term care
literature has developed and evaluated numerous models to enhance coordi-
nation and target case management services to various high-risk individuals,
including On Lok in San Francisco, TRIAGE in Connecticut, ACCESS in
Rochester, New York, and the National Chamneling Demonstration grants
implemented in various states (Hawley and Simon 1994).
Policy evaluations of the use of resources in integrated care networks
have examined the capacity of the integrated care system to determine the
appropriate level and setting for patients before admitting them for care;
the extent to which comprehensive assessment, planning, and management
for home-based and community-based services has occurred; the role of
identified local service providers responsible for preadmission screening and
care management; and the relationships between the screening/management
entities and the contracted healthcare providers (Leutz et al. 1992; Rabiner,
Stearns, and Mutran 1994). Similarly, evaluations of quality of care in in-
tegrated care networks have included assessments of the effect of state li-
censure/certification regulations on the delivery of health and social services
for older adults, and the impact of the availability of basic community care
services-such as home health and homemaker aides, adult daycare centers,
and special transportation-on the health and well-being of the older adults
who participate in these types of interventions (Leutz et al. 1985; Rabiner,
Mutran, and Stearns 1995).
Case study sites could be similarly selected to assess a set of alternative
approaches to interorganizational arrangements or to examine a particular
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approach with an eye toward differential outcomes. The formulation of such
case studies would permit exploration of the external and internal factors
leading to the development of the interorganizational arrangement (e.g.,
market factors and culture); processes and strategies used to implement the
arrangement (e.g., goals, barriers, and enabling factors); the structures and
functioning of the arrangement (e.g., governance and management, and
decision making); and the outcomes that result (e.g., in terms of access,
availability, cost, and quality).
Defined Populations. The objective here is to measure the effect of a
particular linkage arrangement and/or coordinating mechanism applied to
a set of participating organizations using methodology validated in phase 2.
Emphasis can be given to identfying barriers to widespread application of
the arrangements and mechanisms and, to the extent to which these results
are well designed, can provide an opportunity to generalize to similar groups
of organizations. For example, using extended care pathways, it is possible
to identify the type and setting in which the most appropriate care can be
received for particular conditions. Similarly, attention can be given to the
particular type of case management and the composition of personnel that
will be most effective (Hawley and Simon 1994).
Demonstration and Implementation. Given that a particular arrangement
or approach has proved efficacious, the challenge here is to implement
these in other delivery systems and to measure their overall impact. It is
critical that the preliminary research be in place to ensure that adoption
precedes the demonstration projects. Historically, demonstration projects
have been implemented prior to the previous phases, resulting in unmet
expectations and unanticipated problems. The challenge here is to disperse
for adoption improved structure and managerial approaches to enhance the
access and continuity of care provided. The research can provide a base
on which to build "learning" organizations by encouraging systems thinking
and the examination of interrelationships, ongoing processes and patterns,
and underlying causes of behavior (Senge 1990). As an example, the second
generation of social HMOs, although still developmentally in its infancy, has
directly benefited from, and has built on, the considerable knowledge gained
from study of the first generation of social HMOs, and is providing the federal
government, public and private long-term care providers, and policymakers
with yet more information on ways to better organize, finance, and deliver
health and long-term care services to older adults (Wiener and Skaggs 1995).
Such learning emphasizes continual experimentation and feedback as
organizations examine themselves and the ways in which they behave, make
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decisions, and solve problems. An important measure of learning organiza-
tions will be reflected in their ability both to disseminate and utilize new
clinical and managerial knowledge, innovations, and information. At issue
in this context is the effectiveness of integrated systems in sharing, learning
with others, and institutionalizing lessons for enhancing the delivery of care
to older citizens.
SUMMARY AND CONCLUSIONS
An analysis of the extent and nature of relationships among organizations
critical to the delivery of healthcare to older Americans presents a microcosm
of the challenges facing all Americans. While the research issues identified
here have a great deal ofgeneralizability, they may take on added importance
when applied to older individuals, many ofwhom rely exclusively on public
health insurance and social welfare programs (such as Medicare and Medi-
caid), have limited fixed incomes, and lack access to important home-based
and community-based services. The fact that these research issues focus on
primary care to older Americans takes advantage of the fact that many older
Americans are frequent users of all aspects of the system, and that their needs
for continuity and access across providers represents an opportunity for rapid
assessment of the system's capability to meet their needs and thus the needs
of the general population.
The identification ofresearch issues is a critical first step. It is a necessary,
but not sufficient, condition for providing information that enables us to
better understand, and most importantly improve, the delivery of health
services. The real challenge is how to implement the agenda-and whether,
indeed, it can be implemented. Several barriers first need to be addressed and
overcome. We must recognize, first of all, that healthcare is being provided
within a competitive, not a cooperative, environment, and, thus, that any
research will involve gaining access to propriety information. This will present
significant barriers to information and analysis for all but the most mun-
dane operational questions. Second, while examples of various organizations
involved in substantive research activities, and particularly efforts to assess
linkage and coordinating mechanisms, are growing in number (Shortell et al.
1996), there is increasing evidence that many organizations and providers are
unwilling or unable to participate in such activities, even when the research is
clearly focused on practical and relevant issues to improve quality of service.
Capitation, expected targets, and global budgets are the watchwords of
the changing healthcare system. While quality continues to be the rhetoric,
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increasing emphasis is given to the reality of "cost," not "quality." As de-
scribed by the Health Care Advisory Board (1993), there is "virtually no
evidence-anywhere, or in any product line-that payers are willing to pay
premium price for extra increments of quality; currently 'good enough' is
acceptable to payers." Thus, while a research agenda is a start, the question
of whether an improved or at least different interorganizational structure and
linkages could have saved Mrs. Peterson remains a question that-without
doing the research-we may never be able to answer.
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